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F153 right to Access/Purchase Copies of
Records
An Abbreviated Survey investigating
KY#000175657 was |hitlated on 01/11/12 and The resident or histher legal representative
concluded on 01/12/12. KY#00017667 was Feaios 1 actess Al otnds penaining f
substantiated with deficiencies cited, h]mself’or herself including current clinical
ssap | COPIES OF RECORDS3 weekends or holidays); and after receipt of
‘ hls or her records for inspection, to
The resident or hig or her legal representative has ggﬁ&iﬁ;la‘;a‘:&*:rgfﬂ;gtgige?; tg?me
the right upon an oral or written request, to e o any pomoﬁ S tharn upon
access all records pertalning to himself or herself request and 2 working days advance
tncluding ocurrent clinlcal recorda within 24 hours notice to the facility.
(excluding weekends and holidays); end after ,
recaipt of his or her records for inspection, to 1b- tRheS‘CI’IE“”; ; e “‘;l ad"t?fs*f"y affected
| purchese at a cost not to exceed the community y the afleged Celiclent practice.
standard photocopies of the records or any 2. A facility audit was conducied on
porfions of them upoh request and 2 working < 01/31/2012 by the Nursing administration
days advance notice to the faclity. ;. tedm o) ensure proper protocel being
followed lo gnsure the facility is providing a
i copy of requaslad clirical records for
. - h h itt [
This REQUIREMENT is.not met as evidenced '} {2;'3:’5&';9}{,‘ e resentericsel
by ' .. representative and allowsd to purchase &
Based on interview and record review, it was " ‘copy of records or any portion upon
determined the fachity fatled to ehsure a copy of request and 2 working days notice.
all reoords \-.‘JEIS prOVided to the legal 3. Medical Records, Admissions Director,
representative within two (2) working days of Director of Nursing and Unit Managers
advance notice to the facllity, for one (1) of three were in-serviced by the administrator on
{3) sampled residents {Resldent # 1). the protocol about providing all requested
clinical records wilhin_ 24 upon written or
Tho findings inoude: i p il b
' - Administrator.
Review of the clinical record revealad the facility 2/1/12
admitted Resident #1 on 06/30/08 with diagnoses 4. A QA will be conducted by Director of
which Included Muitiple Sclerosis. Contlhued Nursing ot designee on 3 clinical records
review revealed the resident was discharged to request monthly for 3 months.
the hospltal on 12/04/11. 5. The Administrator will ensure continued
compliancé.
Review of 1300% provided to the Kentucky State
TTLE (16) DATE

x-l- 1)

other.safpguands grovide sufficlant

olection to the patienls. (See instrualions.) Except for nuralng homes, the findinge stated above are disclosable 90 days

Any defi(éenoy glatement ending vwlt{an asterlsk (*) denoies a deficloncy whiah the Instilution may ba axcused from oorrocting providing 1 1s determined that

followingithe date §f survay whether'dr not & plan of correotion Is providad. For nursing homes, the above findings and plans of correclion ara disclosable 14
days following the date these documents are mate availuble 1o the facllly. i deficienoies are uited ah approvad plan of corresiion |9 requistte to continued
program particlpal!on
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Continued From page 1

Survey Agency hy Resident #1's legal counsel, .
reveaied & wiltten reguest to the facllity was
made on 12/18/11 for coples of the enilre record.
Continued review revealed a copy of the
regidant's written consent for release of the
records was included in the request. Further
review revealsd an Incomplate copy of the record
was provided. In addition, as of 12/22H1 when
the Kentucky State Survey Agency was notified,
the full recard had still not been provided.

interview with the Director of Nursing (DON]), on
01/11/12 at 3:40 PM, revealed she initially
providad & copy of the "floor chart". She stated
ghe as not sure when fhie complete record was
provided. She further stated the request was for
the copies to he providad within twenty-four (24)

{ hours, and that "was impossihle”. Subsaquent

Interview with the DON, on 01/11/12 at 4:00 PM,
revealed she had copisd the rest of the record on
12/28/11, and the facility Administrator
hand-deliverad the documents to the legal
cotinge| for Resldent #1 on 01/03/12,

During Interview, on 01/12/12 at 4:00 PM, the
facility Adminisirator confirmed the DON's
account of the time frame in responding to the
record request. -

483,12(a)(4)-(6) NOTICE REQUIREMENTS
BEFORE TRANSFER/DISCHARGE

Before a facliity fransfers or discharges a
resident, the facitity must notify the resident and,
if known, a family member or legal representative
of the resident of the transfer or discharge and
the reasons for the move in writing and In a
language and manner they understand; record
the reasons In the resldent's clinical record; and

F 163

F 203

FORM CMS-2567(02-88) Pravious Veralons Obgolele

Event IR Q2JM11

Faothly 1D: 100547

if continuation eheet Page 2'0f 12



DEPARTMENT OF HEALTH AND HUMAN SERVICES

" PRINTED: 01/26/2012

o ) FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO; 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTFIFICATION NUMBER: : COMPLETED
A BUILDING
C.
186174 6. WING 0111212012

NAME OF PROVIDER OR SUPPLIER

FLORENCE PARK GARE CENTER

STREET ADDRESS, CITY, STATE, ZIP GODE
6076 BURLINGTON PIKE

FLORENCE, KY 41042

(%4) ID SUMMARY STATEMENT OF DEFIGIENGIES i PROVIDER'S PLAN OF GORRECTION {%6)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO.THE APPROPRIATE . DATE
DEFIGIENCY)
_ F203 Nolice requirements before
F 203 | Continued From page 2 F 203|" Transfer/Discharge -
include In the notice the items described in Bef%m a nuising faclity transfers a
aragraph (a}(@) of this section, rosident to a hospilal or allows a rasident
paragraph (a){(6) lo go on therapeutic leave, the nursing
faclity must provide written information to
Except when specified in paragraph (a)(G}(h) of the resident and a famlly rember or iegal
thls section, the notice of transfer or discharge represantative that specifles the duration of
fequired under,paragraph‘(a)m) of thig section the bed-hold policy under the State pian, if
must be mads by the facillty at least 30 days fny.tdurlng ;vhlch the resiigent iS_pﬁrlmilted
0 refurn and rasume residence in the
bef_ore the resldent is transferred or dl_scharged. nursing facility, and the nursing facilty's
: . L policies regerding bed-hold periods, which
Notice may be made: as soon es practicable must be conslsient with paragraph (b)(3) of
before transfer or dissharge when the health of this section, permitting a resident to
thdividuals in the factity wouid be endangered return,
under (a)(2)iv) of th's section; the resident's , :
1. Resident # 1 was not adversely
health improves suff. >lently to allow-a'more ] affacted by the alleged deficient practice.
immediate transfor « - discharge, under paragraph! ,
(8){2)(1) of this sectic 1; an immediate transfer or 2. A facility audit was conducted on
discharge is requira. by the resident's urgent - . 1 01/31/2012 by the Nursing administration
medical needs, und-- paragraph (a)(2)(ii} of this . | ‘;gﬁgﬂwg)dﬂs:;:upr?ﬁ?r Pmégc?’ bfr"ngd,
. : ks [ e fachity Is providing
Beq]tllon‘l; DFBE! I;;asit;'!;ﬂf has not re.SIdEd inthe the resident end famlly andfor legel
facility for 30 daye. representative Is provided with a written
. . copy of the bed hold policy specifying the
The written natlce sg:acified In paragraph (a)(4) of duration of the bed-hold upon discharge
thls saction must ingiude the reason for transfer from the facillly.
or discharge, the offective date of transfer or .
. N 3. Review of the form indlcated that it
discharge; the location to which the resident Is contained the required information for
transferred or discharged; & statement that the notice of discharge and bedhold policy.
rasldent has the right to appesl the action to the Admissions Director, RN, LPNs and
State; the name, address and telephone number Birector of Nursing were in-serviced on the
of the State long term care ombudsman; for aplealion of ths Yorm by the Administrator
nureing faollity residents with developmental bofore and o ransiar. Thia mgewme
disabilities, the malling address and lelephone was conducted on D/3%/2012.
number of the agency responsible for the .
protection and advccacy of developmentally 4. A QA will be conducted by Dlrector of 2/1/12
disabled Individuals established under Part G of ;"D‘r";':‘n%g{';]: f‘()‘*":r:‘:tj?:?h;?i"?:"ts a month
the Developmental Disabilities Assistance and Bill dischargeftransferfbedhold poficy form is
of Rights Act, and for nuraing facllity residents being utilized appropriately .
who are mentally ill, the mailing address and
telephone number of the agency responslibls for 5. Thle Administrator will ensure continued
complianca.
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the protection and advocacy of mentally il
indlylduals established under the Protection and
Advocagy for Mentally lli Individuals Act,

This REQUIREMENT is not met as evitdenced
by: -
Based on interview and record raview, It was
determined the facility falled to ensure one (1) of
-thres (3) sampled residents (Resident #1) was
nofified in wilting of the stated reason for
discharge and the effective date. In addition, the
resident was not informed of their right to appeal
and did not recelve contact information for the 1
Ombudsman. . .o

The findings Include: ' ; ;

Revlew of the clinical record revealed the facility
admifted Resident #1 on 06/30/08, with

| diagnoses which Included Multiple Sclerosis.
Continuied raview revealed the resldent was .
discharged to the hospital on 12/04/11, Further
raview revealed no documented svidence the
resldent was ever informed of the discharge date,
the reascn for discharge, the right to appesl the
facility's declsion, or contact information for the
Ombudsman, I

Interview with the Social Worker, on 01/11/12 at
2:40 PM, revealed she did not know why the -
resident was discharged. She steted she was not
-| Involved In the process. Continued interview
revealad she wae not aware of a requirerment for
writfen notica of discharge.

Interview with the Admissions Director, on
01/11/12 at 3.00 PM, revealed the resident was

FORM CIMS-2867(02-84) Previous Verslons Chaclele Evant |D; Q2JM11 Facifity ID; 100547 : If continuation shest Page 4 of 12
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out of Medicaid bed-hold days for the year 2011,
She stated the resident was informed of this while
he/she was hospitalized, She-further stated the
Initial reason the resident could not return to the
facility was due to no available Isolation beds.
Continued interview revealed she informed the
hospital, when the resident was ready to be
discharged from thers, they should look
elsewhere for an isolatlon bed. On further
interview, the Adimissiona Diractor stated the
ofiicial reason the resident was not re-admitted

" | was the facility could no longer accommodale the
residant's needs. :

Interview with {tie Ombudsman, on 01/11/12 at
3:46 PM, reveaied she was in communication
 with facility beginning the day after the resident ™
was sont out to the hospital. She siafed the
facility inttially rofused to accept the resident back
due to ths need for isolation, and no Isolation bed
was available. She explained the resident was
seen af the hospital by an-Infectious Diesase
practitionsr and was cleared for discharge without
1 isolation, and a report was sent to the facility,
Continued interview revealsd the facility's Social
Worker confirmed, on 12/20/11, the facility had
recelved the hospital report indicating the resident
did not require isolation. Later on 12/20/11, the
facility Soctal Worker called the Ombudsman and
stated the resident would not be re-admitted "due .
to behaviors"..

Interview with the Director of Nursing {(DON), on
0111712 at 5:00 PM, revealed she and the
Admissions Director handled ra-admisslons to the
| facllity. She statad she did not know if they
informed the reeldent he/she could hot return to
the facliity. She further stated when the resident
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"think anyone had talked to Resident #1 about

‘| Interview wih Resident #1-at a new fadllity, on

~{ Chef visited, but "it went nowhers ...they upset

was reviewed for re-admission, It was felt the
facllity could no longer mest the resident's neads.

Interview with the Administrator, on 01/11/12 at
£:30 PM, revealed he had visited Resident #1 in
the hospital and they had discussed the issue of
no isolation bed avajlability,. He stated he did not

other reasons hafshe could not return to the
facllity, e.g. the facility could no longer meat the
resident's needs. Continued interview reveated
he never thought the resident was reatly happy at
the facliity. He further stated he had been made
aware the rasidant wanted to returm to the facility.

01712112 at'10:30 PM, revesdled hefshe was..
devastatsd over not being able to return to the
facility. The resident stated hefshe was informed
on the day after admission to the hospital that all
hisfher things at the facllity had been packed up.
The resident further stated he/she requested
someotie from the facility to visit and -explain,
Hefshe reported the Admissions Direclor and the

me from the word go". Continusd intarview
revealed the resldent did not remember what was
said, Just that hefshe did not agree and It upset
him/har. The resldent revealed a continued
deslre to return to the faciiity where all his/her
filends were. When asked if the resident felt the
faallity had victated histhar rights, the resident
revealed, "they viclated something” and "I thought
those peaple liked me, | guess | was wrong”. On
further Interview the resident revealed he/she had
never been informed of any reason re-admittance
wes dented exceplthere was no Isolation bed,
then no bed at all.

. F203
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- DEFIGIENGY) _
- . F205 Notice of Bed-Hold Policy
F 205 | 483.12(b)(1)&(2) NOTICE OF BED-HOLD F20p|  Before/Upon Transfer
§6=0 | POLICY BEFORE/UPON TRANSFR ’ Bsfora a nursing facifity transfers a
L : . Tesident to a hospital or allows a resident
Before a nursing facillty transfers a resident to a “to go on therapeulic leave, the nursing
hospital or allows a resident to go on therapsutic {ﬁg";gysi'g:ﬁ: E?.‘L“f?a‘r‘!,’ﬁ‘yterﬂé?ﬁﬂ’é?iﬂ?é‘gﬁ
| leave, the nursing facility must provide written representalive that specifies the duration of
Information to the resident and a family member the bed-hold policy under the State plan, i
orlagal representative that specifies the duration any, during which the resident is permitted
of the bad-hold policy under the State plan, if any, to retum and resume residence in the|
during which the resident is permitted to return “Ulfls‘lng fac“'lié-_a"z lzeh"l]lésmg,fzc"“y R
and resume residence in the nursing facility, and %Ou;?)zrggr?srlsl&gnt it g ar;’;’;‘;h&‘ig’;’w;’ o
the nursing facliily's pollcies regarding bed-hold | this section, permilting a resident to
pertods, which must be conaistent with paragraph return.
(b){3) of {his section, permitting a residant to
returh. ) 1. Resident# 1 was nol adversely
aftected by the alleged deficlent practica.
Attho mo of transfer of a residentfor 2. Afacliity audit was conducted on
hospii- lization or therapautic leave, & f'ursing 01/31/2012 by the Nursing administration
facility -nust provide to the resident ant! a family team to ensure propar protocol being
:memb- r.or legal representative willten notice ] fggowe% to lenﬂgffﬂ fhl? facldﬂ;y iT prt;wdmg
| which - pecifies the duration of the bed-hold policy resiclont and farmiy ena/or legal,
- etk representative Is provided with a written
descrit.2d In paragraph (b)(1) of this egction, copy of the bad hold policy speclying the
duration of the bed-hold upan discharge
' . from the facility.
This REQUIREMENT is not met as evidenced N o
by 3. Review of the form indicated that It
Based on Interviewand fecord review, it was flzgg"oef‘:,};‘fhfrg'g’:ﬁd"gg;’r?;m"‘oflféy_
datermined the factilly fafled to ensure one (1) of Admissions Diractor, RN, LPNs and
three {3) sampled resldents (Resident #1) Dlrector of Nursing were In-serviced on the
received noti¢e of the bad-hold policy on the day ulilization of this form by the Administrator 211712
of transfer to the hospital. The resident was ' g“rg‘e pf°;°°°‘ f°t-f "O"fGB O,?E?d,"m‘d )
admitted to the hospital on 12/04/11 but did not s conductod on D rsizots el
receive notice of the bed-hold policy until : '
12/68/11. 4. A QA will be conducted by Director of
: Nursing on 3 discharged residents a month
The findings include: for 3 months to ensure that the
dIs_chargq!transferlbedhold policy form is
Reviéw of the clinical record revealed the facliity being utlizod appropilalaly.
admitted Resident #1 on 08/30/08 with diagnoses 5. The Administrator will ensure continued
compliance.
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which included Multiple Sclerosia. Continued
‘review revealed the resident was discharged to
the hospitat on 12/04/11,

Interview with Resldent #1, on 01/12/12 at 10:30
AM, revealed the Admissions Director and the
Chef visited him/har el the hospltal & few days
after the transfer. The resident stated they
wanted him/her to sign a paper.. The resident
reported he/she understood it at the time but_
couldn't really remember what it was about.

Review of the document "Nolification of Medicaid
BadtHold" revealed it was signed an-idated by
the resident on 12/08/11, four{(4) d=: s after the.
residént was transferred to'tha hospial.

F 206 | 483.12(b){3) FOLICY TO PERMIT F 206
~ 58=p | READMISSION BEYOND BED-HOL3

Anursing fecllity must-establish and *ollow &
written policy under which a resident whose
hoepitalization or therapsutic lsave sxcoeds the
bad-hold period under the State plan, Is
Teadmitted to the faclity inmediately upon the
firat avallability of a bed In a semi-private room if
the rasident requires the services provided by the
facillty; and s etigible for Medlcaid nursing facllity
services.

This REQUIREMENT is not met as evidenced
by: .
Baeed on interview, record review and review of
the Facility's policy it was determined the facility
falled to ensure one (1) of thrae (3) samplad
residents (Resident # 1) was re-admitted 1o the
first avallable bed per fagility policy.
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The findings include; )
: ) g2gBHPohcy to Permlt Readmission beyand
‘Review of the clinical record revealed the facility  Bed-Hold ‘
admitted Resident #1 on 06/30/08 with diagnoses A nursing facllity must establlsh and follow
which Included Muitiple Sclerosis, Continusd a written polficy under which a resident
review revealed the resident was discharged to Whose hospitalization or therapeutic leave
the hospital on 12/04/41. ‘ g"ceeds the bed-hold period under the
. N : n't.i:z gil‘;g.l Is readmrtt?_d to the fagllity
Review of the faciity polioy titled "Bed Hold and bed n & somi prvats 100m I he residony
Leave of Absence Policy" revealed the foliowing: requires the satvices provided by the
"Where a Resldent's paid leave days far a facility; and is eligibla for Medicaid nursing
calendar year have basn exhausted, Resldent will fucility sarvices.
“ho entitied to readmisslon to the facillty if desired ’ : .
- p . Rasident -
upon the first availabliity of a bed ina x.-ffectedl'b‘;nlhﬁ LTZZZQ Zte?iiiveer:f:’r);cnce
| semi-private room or ward if the Resldent (a) . ‘
‘Requires the services provided by the facllity; and - -’; A facllity audit was conducted on
{b} Is eliglble for Medicald nursing facllity :1’31{2012 by the Nursing adminlstration
sservices”, Continued review revealsd the policy fgﬁglec’d‘:gs:;gfgfhif protocol ':e'ng
wvas presented on Resident #1's admisslon to the tfie policy on admitting Fae(;idgrﬁs T\lrl.'?: "o
1 facliity, and was sig_pad by the Responsible Party axceeds bed-hold period is re-admitted to
on behaif of the resident, : . the facility to first available seml-private
_ bed if tha rasideng requires the servicas
Review of the clinlcal racord revealed Resldent :T{;ﬁg ?oyrmé?éﬁ':'éy Emdi g osldent e
#1 was eligible for Medicaid nursing faallity services.
services and had chronic iliness necessitating 3. Admissions Director and Dirsctor of
long-term care seivices, Review of the hospitat Nursing was in-serviced by the
record revealed ihe resident required long-term Administrator on the protoco! for
cara placement after discharge. readmitting non-bed-hold residant in the
; ﬂrst availabla semi-private bed, This in- 2/1/12
service was conduct ;
Review of the hospital Soclal Worker notes gonducted on 01/31/2012.
revealed the following: on 12/08/11 Rasidant #1 4. A QA wlll be conducted by Director of
volced the desire to return to the facility from the Nursing or designee on 3 discharged
hospital; on 12/08/11 tha facility stated the residents & month for 3 months,
resident would be accepted back if a bed was 5 The Admin . _
At . The Administ
avallable; on 12/06/11 the resident was very upset compllance, mistrator will ensure confinued
on learning betongings had heen packed up and
hed given away; on 12/07/11 anly one Kentucky
facility had accepted the realdent for admission;
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on 12/12/11 no additional Kentucky facilily's had
accopted the resident; an 12/156/11 the resident
was ready for discharge but the faallity reported
no available bads, on 12/16/11 the fagility
reported no available beds, however another
hospltal patient wae accepted at the fagility a fow
hours later, on 12/16/41 the patient should have
bean given priority due o .disability and
Madlcald-eligibility; on 12/19/11 information was

| sant to. faciiity indicating Resident #1. did not
require isolation; and on 12/20/11 facility
Admissions Director stated the facllity would not
be taking Resident #1-back due to behavioral
issues; and on 12/20/11 Resident # 1 was sent lo
+ another faolllty and was tearfu!.

interview with the facility's Scolal Worker, on
0111112 at 2:40 PM, reveals: she had no
involvement in Resident #1's . lischarge from the
facility.

- Interview with the Admissions Dirgctor, on
01/11/12 at 3:00 PM, revealed Resident #1 was
Madicald-eligible and was out of bed-hold days
for the year 2011 at the time of transfer to-the
hospltal. She stated she thought If & resident had
besn dischargad, the bed-hoid policy did not
apply.

interview with the Ombudsman, on 01/11/11 at

1 3:46 PM, revealed Residont #1 called her on
12/06/11, two {2} days after transfér to the
hospltal, and was very upset beosuse he/she had
been Informed the resident's bed had besn glven
away. She stated she spoke to the facllity's
-8oclal Worker on 12/07/11 and remindsd her of
the regulations and the facllify’s bed-hold policy.
She stated she alsce spoke to the facility

FORM QPAS—2537(02-99) Pravious Verstons Obsalets Evant I): Q2JM11 Facllity ID: 100547 If cénlinuatlon shaet Page 10 of 12
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Administrator and told him, she wanted it to be
cloar the resident wanted to return to the facility.

Interview with the Director of Nursing (DON), on’
011112 at 5:00 PM, revealed she and the
Admissions Director handlad re-admisaions te the
facllity. She stated when Resident #1 was
reviewed for ra-admission from the hospital, they
felt they could nol meef her expectations, She
stated she was nol aware the resident wanted to
return to the facllity at that iime

intervigw with the Administrator, on 01/11/12 at
6:30 PM, revealad he took the bed-hold policy ta
imply the resident could ratm to the first
aveilable bad "If approved". He stated he was
aware the resident wantad 50 retum to the facillty.
463:16(g)(1) PROVISION £?F MEDICALLY
RELATED SOCIAL SERVI- il

The facliity must provide m'e_dically-related soclal
sarvices to attain or maintain the highest
practicable physical, menial, and psychosocial

{ well-being of each resident,

This REQUIREMENT Is not met as evidenced
by:- ) . '
‘Based on interview and record review it was
determined ihe facility failed to ensure soclal
sarvices to maintain the highest practicable
physical, mental, and pesychosoalal wall-being for
one (1) of three (3) sampled residents (Resident
# 1),

The hndmgs include:

F 206

F 250
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Review of the clinical record revealed the faciity F260 Pravision of Medically Related Social
admitted Resldent #1 on 06/30/08 with-diagnoses :
which included Muitiple Sclerosis. Continued The facllity must. provide medically-retated
review revaaled the residerit was discharged to soclal services (o attdin or maintain the
the hospital on 12/04/11. highest practicable physical, mental, and
- psychosoc_:ial well-heing of each resident.
Review of the Social Sewiqes_ notes revealed no 1. Resldent # 1 was not adversely
documentation related io Resident #1 was made affected by the alleged deflcisnt practics.
afler 07/12/11, Interview with the Soclal Worker, Resident #1 is now agreeabls to
on'01/11712 at 2:40 PM, revealed she was no tnteraction with the current social worker.
longer Invalved with the iesident bacause the ) . '
; 0o n . 2. A facllity -audit of social service notes
resident really didn't like her at all and wouldn't and an interview with the social worker
talk to her. was conducted on 01/31/2012 by the
) Nursing admlnistrqtlon team to ensure
interview with the Direct :r of Nursing (DON), on proper protacol being followed to ensure
0111212 at 4:16 PM, re: 3aled the Social Workes ool sowiods o altan or maai the
was not involved with th* resident because the highest praoticable physical, mental and
regident did not like her =nd would gat upset and psychosocial wall-heing of each resident,
angry If the soclal work - fried to talk to her. The n
DON stafed she had beun very involved with the 3. Social Service Director, Unit Managers
resident and soclal services were provided. She and Piroctot r%';g“gﬁ'[‘,f;‘;ﬁé”&gf{‘o“gzgub%
further State_d she COL.I]d $r owd_e additional -each realdent receives all medically related
documentation dGSGﬁhinQ her involvemsnt. social services to maintaln the-highest 2/1/12
Documentation was provided, labefled practicable physical, mental and
"miscellanacus notes". Review of the notes psychosocial wall-being. This in-service
revealed no entry was made after 06/1311. was conducted on 01/31/2012. :
4. A QA will be conducted by Director of
Nursing or dasignee on 3 resldents a week
for 12 weeks by review of social service
notes and iterview of resident/responsible
party.
6. The Administrator will ensure continued
compllance.
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